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Brought in dead (BID) is a term used to indicate that a patient was found to be already clinically dead upon the arrival of professional medical assistance, often in the form 
of the first responders such as emergency medical technicians, 
paramedics, or police. The literature lacks a consensus-based 
definition of deaths before reaching a facility [1,2]. Nevertheless, 
the broad definition of BID may include patients who were 
either declared BID to an emergency department (ED) with no 
resuscitation attempt or those who died after failed resuscitation, 
usually within the first 60 min of arrival [2-4].
The prevalence of BID is usually <1–2 per 100 ED visits 
in settings with well-established, resourceful emergency care 
systems [2,5]. In resource-poor settings, the prevalence of BID 
is expected to be higher, but few studies are available about the 
burden and characteristics of BID patients in these settings [6,7]. 
There is a paucity of data in literature as far as India is concerned.
The burden of these deaths is disproportionately high in 
low- and middle-income countries (LMICs) [1,8,9] and is 
explained by the pervasive health risks and under-resourced 
health-care systems [10]. More often than not, the causes 
of preventable deaths are neglected in LMICs, especially if 
they occurred before reaching or just after arriving at a health 
facility [2,3,11]. Care at the prehospital and ED levels plays a 
pivotal role in reducing deaths, especially BID from injuries and 
critical illnesses [6,10,12,13]. In our country, a suboptimal referral 
system, as well as an infrastructure, also enhances the problem to 
some extent. In this perspective, our study aimed to assess the 
characteristics (demographic and clinical profile) of BID patients 
presenting in the ED of a tertiary hospital.
MATERIALS AND METHODS
The current study was a retrospective study for which ethical 
committee approval was waived. Permission was obtained from 
competent authority. All children between 0 and 12 years of age 
BID at the pediatric emergency in a tertiary hospital of New Delhi 
between February 2018 and December 2018 were considered. 
The cases with a history of physical trauma, medicolegal cases, 
and accidents were excluded from the study. Any patient who was 
either declared BID to an ED with no resuscitation attempt or 
those who died after failed resuscitation within the first 60 min of 
arrival were defined as BID cases. After receiving such patients in 
the emergency room by doctor on duty, resuscitation was carried 
out according to the protocol, and death was ascertained clinically. 
No palpable carotid pulse, bilateral dilated, and fixed pupils; no 
heart sound heard for 2 min count; no breathing sound observed 
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for 2 min; no response to centralized stimulus; and no motor 
(withdrawal) response or facial grimace in response to painful 
stimulus and flat line on electrocardiography together were taken 
as evidence of death. Data were collected on demography, history 
of illness, treatment seeking history, and details about transport 
to hospital. Data entry was done in Microsoft Excel and analysis 
was done. For categorical variables, percentage and frequency 
were calculated.
RESULTS
There were 64 BID patients recorded and analyzed during 
the study period. The males accounted for 44% of total BID 
cases and females accounted for 56% of total BID cases, and 
male-to-female (M: F) ratio was 0.77 (Table 1). A maximum 
number of BID cases belonged to 0–28 days of the age group 
that accounted for 39% of total cases with male predominance 
(M: F in this age group was 1.5:1) followed by 33% of cases in 
infancy age group (M: F=0.75:1). Total 19% of cases belonged to 
>1 year–5 years of age and only 9% of cases belonged to >5 years 
of age group (Table 1).
Table 1 also depicts the percentage of BID cases that were 
either referred from the hospital or brought directly from home. 
A total of 41% cases were hospital referrals out of which most 
(65%, 17 out of total of 26 hospital referrals) were referred from 
Government Hospital providing a secondary level of care. More 
than half of the cases, i.e., 38 (59%) were BID from home. It 
also depicts the pre-existing illness related to the organ system 
that BID cases were suffering from. A broad category belonged 
to others group (37 cases, 58%) that could not be fitted into any 
specific organ system and included miscellaneous cases such as 
birth asphyxia, sepsis, syndromic cases, aspiration cases, and 
snake bite. Rest of the 15% cases had pre-existing gastrointestinal 
illness followed by respiratory (11%) then central nervous 
system (8%) followed by cardiovascular system (5%) and finally 
hematological cases (3%).
Table 2 highlights some important details with respect to 
neonatal deaths that were BID. Out of 25 neonatal deaths, 44% 
were preterm babies. Total 76% deliveries took place in the 
hospital and home deliveries accounted for only 24% of cases. 
Out of total study population, 13 (52%) patients had previous 
history of hospitalization due to some or other reasons and 56% 
of total neonatal BID cases were referred from hospital. Total 18 
such cases were there, with previous history of hospitalization, 
out of which 56% were discharged and 22% cases left against 
medical advice (LAMA), as per their respective parent’s decision. 
11% cases were discharged on parents request (DOPR) and other 
11% cases were being followed from the outpatient department 
(OPD).
DISCUSSION
This retrospective observational study described the burden and 
characteristics of BID patients brought in ED of a tertiary hospital. 
International statistics on BID cases burden in EDs in resource-
limited settings are mostly unavailable, and this study provides useful 
insights about the burden of BID patients in tertiary care hospital 
of developing nation [2-4,14,15]. In a city with multiple options for 
getting treatment, it is agonizing that so many children are brought 
dead in a single tertiary hospital. As no national figure is available, 
the data could not be compared with other cities or hospitals.
A total of 64 cases were recruited for the study. Neonatal 
mortality constituted 39% of total BID cases and approximately 
Table 1: Comprehensive table to depict various characteristics of 
the study population
Characteristics Number n (%)
Sex
Male 28 (44)
Female 36 (56)
Age group
0–28 days 25 (39)
28 days–1 year 21 (33)
>1 year–5 years 12 (19)
>5 years 6 (9)
Referral details of the study population
Government hospital – secondary 
level
17 (27)
Private hospital 9 (14)
Home 38 (59)
Pre-existing illness in relation to organ system
Respiratory 7 (11)
CVS 3 (5)
CNS 5 (8)
GIT 10 (15)
Hematological 2 (3)
Others 37 (58)
Outcome trends in those brought dead cases  
with previous history of hospitalization
Discharge 10 (56)
LAMA 4 (22)
DOPR 2 (11)
Follow up from OPD 2 (11)
CVS: Cardiovascular system, CNS: Central nervous system, GIT: Gastrointestinal 
tract, LAMA: Left against medical advice, DOPR: Discharged on parents request, 
OPD: Outpatient department
Table 2: Characteristics of neonatal BID cases (n=25)
Neonatal characteristics Total n (%) 
Duration of pregnancy
Term 14 (56)
Preterm 11 (44)
Place of delivery
Home 6 (24)
Hospital 19 (76)
Previous history of 
hospitalization
13 (52)
Referred from other hospitals 14 (56)
BID: Brought in dead
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54.3% of infant mortality. As the first 48 h after birth is crucial for 
child survival, the health-care systems must stress the mother and 
infant to stay in the hospital after the delivery. Ensuring minimum 
stay would be helpful in timely medical intervention, if needed.
Another study from Zimbabwe found highest death rate 
among infants, a finding similar to the current study [16]. There 
was female preponderance beyond the neonatal age group, but 
among neonates, there was male dominance. This gender ratio is 
in sharp contrast to the previous findings. BID cases were referred 
from hospital settings (government or private), which indicate the 
need for a close introspection at various levels including condition 
of the baby at the time of referral, referral policy, and transport 
mechanisms available/used.
The underlying reason for deaths among cases coming from 
hospitals could not be ascertained from the available data. This 
could be due to be improper stabilization of the baby before 
transfer or due to inadequate availability of proper resuscitation 
measures during the referral or simply lack of efficient and trained 
medical personnel accompanying during the transport.
About 59.4% cases were BID directly from home. This could be 
due to lack of realization about the seriousness of the pre-existing 
illness that the child might be suffering from by the parents. Lack 
of access to the appropriate medical facility near to their homes 
could also be a possible reason accounting for the same.
Impact of diseases is underestimated as far as developing 
countries are concerned, and the same is reflected in statistics 
from various hospitals [17]. Very few patients report to health 
facility as the first intention while seeking treatment [18], and 
therefore, the patient and family members end up at places 
delivering informal health services [19]. This includes traditional 
healers, nurses, and doctors working in private setups, with 
their services being dictated by cost, distance, lack of proper 
communication between health-care professional and patient, 
and without any proper protocol being followed at the time of 
institution of treatment [20].
In India, previous research documented that about 5% 
children seek help from traditional healers [21]. Around 76% of 
neonatal deaths in our study were hospital born. The government 
is repeatedly stressing on ensuring minimum hospital stay after 
delivery to ensure better health of the newborn. Future research 
should explore the role of such intervention in reducing the need 
of hospital admission and frequency of BID. Total 18 cases had 
previous history of hospitalization including all the age groups 
which were either discharged, or took DOPR, or LAMA or were 
followed up from OPD and were BID when received in ED of 
the study hospital. Furthermore, studies have shown that errors in 
pediatric prescriptions are frequent even in authorized health-care 
facilities [22]. With respect to term versus preterm pregnancy, no 
significant statistical difference was found.
Economic, sociocultural factors, and inadequate maternal 
services were documented earlier as cause of delayed arrival 
to hospital in one of the studies [23] Thus, social factors play a 
significant role in these deaths. Some Nigerian studies also found 
out among other causes that the poverty state of most patients, late 
presentation at the point of care, ignorance, and the interference 
by untrained persons claiming to give medical care often lead to 
most avoidable death at the ED [24].
At different levels of health pyramid, communication 
between the health-care professionals and patients is poor [25]. 
Lack of proper functioning or poor functioning of the referral/
counter-referral system in our setting is also responsible for 
non-continuity of health care. As a result of this, families resort 
to others services before deciding to bring their children to the 
hospital. Such children are 6 times more likely to be re-admitted 
in the hospital [26]. Switching to a different health structure with 
respect to former is found to be associated with increased risk of 
death in the month following the previous hospital admission [27]. 
In these conditions, medical errors will be equally common.
In developing nations and resource-limited countries, the 
same situation will have exponentially hazardous results [22]. 
The probability of death of children after hospitalization (1–18%) 
is greater than that during hospitalization [28]. Many die in the 
community [29] or before arrival in the hospital. Delay, either 
in recognizing danger signs of the disease or visiting the nearest 
health facility, could be the possible causes [30]. It is for this 
reason that some children arrive at the emergency services already 
dead during course of their transportation to the hospital. Given 
the emotional state of the family members after the death, it is not 
usually possible to precise the circumstances of death.
The practice of all components of the integrated management 
of childhood illness is therefore a necessity. This ensures the 
reinforcement of capacities of personnel and the community 
health workers to work in close proximity to families so as to 
permit early and prompt management of sick children [31]. Such 
measures will help mothers or caretaker to better recognize danger 
signs in neonates and children and thus seek appropriate health 
care [32,33]. Parents, however, prefer private sectors over public 
health-care facilities as observed in our context [33]. Nearly 
3% of children have had at least 4 hospitalizations per year, as 
seen in some studies [34] and this is associated with increased 
probability of death [28]. Rehospitalization is associated with 
increased frequency of deaths, especially when there is a lack of 
communication between the doctors at different levels, during 
referral or during discharge [25].
Health facilities offer opportunities, where parents are advised 
develop an attitude to adopt, depending on the evolution of their 
children’s disease. Many researchers think that communication will 
permit avoiding errors during drug prescription [35]. As most of 
the deaths from the present study were in neonatal period, there is 
need for being extra cautious. This period is very much vulnerable, 
as highlighted in other studies on pediatric mortality [36]. 
Strengthening of hospital may be necessary, but awareness on 
danger signs of the infants is predominant, as perceived from the 
fact that 60% cases in ED directly came from home.
CONCLUSION
BID not only indicates the ignorance and inability of parents in 
perceiving the gravity of the underlying illness and recognition of 
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danger signs but it also shows the failure of our health-care system. 
It is more of a public health problem, and there is a necessity for 
a multicentric prospective study for knowing the social causes, 
economical status, health-seeking behavior of family members, 
and appropriate cause and level of delay in seeking medical help, 
as factors responsible for BID. It must include the provision of 
interview by parents so as to find the exact cause of death at the 
point of receiving the patient BID in ED of any tertiary hospital.
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